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_ M e h r a n  S o u d b a k h s h _  

Date _ ______ _ Ho .e Phone 

___________ r irs! .amc _ _ _________ _ 

qes~:>risible Party (;fa m no.} _____________ _ 

S·:y_, ft.duress_ -----------------------------------------

~::y ___ ~-------------~----Sta e _ ____ ________ _ _ Zi:-_ 

')(;X _J M u 1· go ______ Bi thdate_ Sir.gle 

0 a:\en. Ern!.i: ye: ==1 ______________________________ _ 

3us1ness /-ddress _________ ___ _______ _ _ 

0cc pat10, .. _____________ _______ _ us·ness Phone 

:: •. ~use (o resp:::nsib!: party) ame ___ _ S-rthda c _ _ _ ___ ___ _ 

:Jusiness ame ard /1.ddres-

0"cu ak>r, _ ______________ _ __ ?t!Siness Phone_ 

·/t,o is ;esµ:;r-sl! !e :,:,· !h~ ccc:::J'1t'i___________ ___ _ ~eiar:)nship to Pat, -•., __ 

S:::::a! Se:urity if __________________ Spoi.;se s 3:::cic:I St::urity # _____ _ _ _ ___ _ 

a!:1e o: :Jrirna~ lr.sJ·er 

Contrac1 "'i ____ 3r"up :i _______ _ ___ Subscn!Je: ____ ____ _ _ 

ame oi Seco dar; i~surer (i: any} __ _ 

Co ira:t # __ ________ _ G19up ff _______ , _ ____ Subscriber ___ _____ ~-

.n :ase o· emergen-:y, who shou'd be notified? ___ __________ _ ____ Pho 1e _ _ _ _ _ _ 

:iow did you learn of our pra",ice? ______ _ 

I, 1:-ie un_ersigned ce ·ry that 1 (or my dependent) have ir.sur211ve coverage with ( ~a e of I surance) ____ _ 

;';:J assign dir~Uy ~ Dr. all insu~ance benefits, if any, ctner•NIS pa·fm1, to r, e W ----------------
service s :endemd. l undcrsla::d that I am financ1a:!y resp:)nsiclc for all charges whet:ier o r ot paid by insiJrance. I he :,':) · ai.,:ho.:L n·.e 

coctor to re·eas0 a11 info~:naiion necessary to se::ure .he p1;y.n_nt of ber.e!its. i aL:\hor:zc the •·se o! ih1.: s\ij:1u,u, ... 01 a11 1r·sura11cP. 

Responsible Pa!1y Sig .a.<Jre _____________ . Reia io'"1 hip o~:c_ 

Email:__________________________________
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PAIN DIAGRAM 
NAME DATE __ \_\ __ 

PLEASE COMPLETE THE FOLLOWING "PAIN DIAGRAM', BY USING LETTERS 
ON THE RIGHT TO INDICATE YOUR AREAS OF PAIN ON THE DIAGRAM: 

Rate your pain intensity 0 = No Pain 10 =Extreme Pain 

I. Right Now 0 1 2 3 4 5 6 7 8 9 10 

2. At its BEST 0 1 2 3 4 5 6 7 8 9 10 

3. At its WORST 0 1 2 3 4 5 6 7 8 9 10 

PATIENT'S SIGNATURE 

f'JlONT 

RIGHT LEFT 

Types of PAIN: 
T. TINGLING N. NUMBNESS 
B. BURNING H. STIFFNESS 
D. DULL A. ACHY 
S. SHARP/STABBING 

LETT 

BACK. 

f \ 

~L 

RIGHT 
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Patient	Name:____________________________________________________	
, . 

If you have ever had a 'listed symptom in the past, ple~se check th.at sympto_ni ___ iA tb~ Pa~t Column. If you are presently 
troubfed by a particurai syrr.,ptom,_ check that symptom injhe Preseri{c_olumn. 'KNOWCEDGE OF THESE CONDITIONS 
MAY _INFLUENCE THE TYP,E OF TREATMENT/1".HERAPY YOU .RECEIVE. __ : -- . -
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Pr"esent Condition 

• Abdominal Pain 
D AbliormaLWeight • Gain • Loss 
-• ·Angina 
D Anorexia • -. Aortic Aneurysm 
D Arthritis 
D Asthma 
tJ . · Bladder Infection 
D Blood Disorder 
D - ·Breast . • :Soreness • Lumps 
D Cancer, Expla_in ____________ _ 
D Chest P.ains • Chronic Cough, 
D Chron ic Sinusitis 
D .Colitis 
D -Constipation/irregu1lar bowel habits 
D Convulisions 

·· t:l · Diabetes 
D Depression 
D Dermatitis/Eczema/Rash • · · ·_oifficulty in Swallowing 
D Dizz iness · 
• Emphysema (chronic lung.disorders) 
0 Endometriosi$ · -
• · Epilepsy 
0 . Excessive Thirst 
·• Fainting • Frequ:ent Urination 
• General Fatigue 
0 · Hand Pain (R~- L ____ ) 
D Headache 
D Heart Attack (date) --------.........;..,.-• : Heartburn/lndigestioo 
D Hepatifo , " 
-u High Blood Pressure 
• I rregutar Menstral F low 
D I rrit~hle Colon 
D Jaw Pain • - Kidney Disorders (by condition ) 
. • Kidney Sto"nes 
• Liver/ Gallbladder problems 
• Loss of Appetite · 

Past 

• • -• 
• • 
• • • • • • • 
D 
D 
D 
• :• 
• • · 
• • • . • --
• . 
LJ 

Present · Condition ~• Loss of Bladder Control • Low Back r ·ajn -• ~-. Mid Bac.k Pa1n 
D Muscular lncoordination 
-• Neck Pain 
D Pain in Ankle or Foot (R__ L___J 
D Pain in Lower Leg or Knee (R __ ·. _ L __ ) 
D Pain in Upper Arm or Elbow (R . L , 

·· D Pain in Upper Leg o"r ~ip_ .{R_-L_) ' • -, Painfu l Urination r 

0- PMS 
D Profuse Menstra l Flow 
D Prostate Problems 
0 Rapid Heart Beat 
D Rheumatoid Arthritis 
• Scoliosis • -· Shoulder Pain (R__ L___J 
D Stroke (date) _·---------'-----­• - · Swelling, Stiffness of Joint(s) 
D Tin:nitus (Ear Noises) 
D Tumor, Explain ____ -'----'--------:• Ulcer 
• V isual Disturbances 
D - W rist Pain (R l__) 
LJ Oth~-r . --

If a family member has had any of the following, please 
mark the a·ppropriate box~ · 

• _ Cancer • Epilepsy 
0 Rheumatoid Arthritis O Chron ic Back Probiems _ 
0 Diab_etes D Chronic Headaches 
D Heart Probiem·s D Lupus -
D Lung ProbternsO Other_· ______ _ 

• High Biood P-ressure ---------........ ---

Yes 
0 

· • 
• 

No 
·• . -

Do you have a permanentdfsabnity rating? 
Location ===========-===~ 

D _Date rating rr=:ceived __ / __ / __ 
D .Rating Percentag~--~---% 

Prnser:t Weight ·---~nounds Height ____ feet_· ___ inches 

Past 

D • · 
0 

0 

Please check any of the following that ~pply to you -
Present 

fl Pregnancy; # _):ii.f1h~-------------• Birth Control Pills , type _______ _ 
D · MedicaUons (list -If not listed elsewhere) 

D . Hospitalizations/Surg,ical Procequres (list 

Past 
D ­
D ·• 
o ' 

Present - · 

• 
[j 
D 
• 

Tobacco 
_Alcohol . 
. Druq or Alcohol Dependence 

GoffeefTe-a/Cafiinated Soft drin:ks: 
cups/cans per day_=·=-=-==--~~-

if not described e lsewhere) · _ _ . _ 

I certify that the above infom1ation ls complete and accu~ate to the best-of my -knowledge _ l agree to notif{thls doctor . 
immE;diateiy whenever i have changes in my heaith condition .or health -pli3.n coverages in . th·e futu re~ - . . . . . - - . . . ' 

Patient's Signat~re: ------------------,-----'------ Date: ---------~ 
·. --1.-
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